viii medicalisation as depicted among the Abagusii and Somali communities. Secondly, through stability and consistency with minimal change, as seen in the Kuria community. The two diverse models appear to rely on and sustain social norms that support FGM/C in these communities.
The shifts are an adaptation to the dynamics surrounding FGM/C practice, notably awareness of health complications and legal banning of the practice. The shifts are driven by determinants of social development, health and legal risks, cultural and traditional norms, religious reasons, as well as supply-side factors such as a desire by health care providers to reduce health risks and respond to clients' requests. Medicalisation is not always perceived to be a transitional step toward abandonment but rather a way of sustaining the practice especially considering social determinants that appear to normalise the "modernised" practice of FGM/C in urban settings and a few pockets in the rural areas. Thus, FGM/C interventions should account for these dynamics.
Strategies should be developed to address these shifts for abandonment to be achieved. These should include law enforcement, FGM/C awareness programmes targeting health care providers and the community, involvement of health professionals' regulatory organisations and religious leaders in prevention programmes, and cross border initiatives. Abandonment programmes should also focus on religious factors, social developmental factors, and awareness creation of FGM/C as a health, human right, legal, and religious violation.
Study Implications
The study findings highlight several possible avenues for leveraging positive change:
Training of health care providers
The adoption of medicalised FGM/C underscores the need to target health care providers in abandonment efforts. Heath care providers should be trained on FGM/C-related complications, legal and human rights issues of FGM/C, and their role in the prevention of the practice. They should also be trained and supported to offer management interventions for women and girls who have FGM/C-related complications, and to counsel clients against FGM/C. To effectively train health care providers, FGM/C should be incorporated into the pre-service training curriculum and continuous professional development programmes.
Training of religious leaders
Adoption of the Sunna cut by the Somali community is linked to perceived religious obligations to undergo FGM/C. Among Christians, on the other hand, despite religious proscriptions against FGM/C, some religious leaders may continue to secretly practise FGM/C to conform to social norms. Religious leaders should, therefore, be targeted in abandonment efforts. Programmes that increase their understanding of FGM/C-related complications, legal and human rights issues of FGM/C, as well as outline their role in the prevention of the practice are warranted.
Awareness creation on FGM/C-related complications
Raising awareness of FGM/C-related complications may deter severe cutting but not promote the abandonment of the cut. Awareness-raising programmes should clarify that cutting at a younger age, mild cutting, and medicalisation are detrimental to health. To ensure wide reach, programmes should use multiple communication channels and should be escalated during school holidays when most FGM/C takes place.
Introduction Background
Female genital mutilation/cutting (FGM/C) is a form of violence, abuse, and violation of human rights against children, girls, and women (Reza et al., 2001; WHO, 2006 WHO, , 2008 WHO, , 2016 . The practice entails all procedures involving partial or total removal of the female external genitalia or other injuries for cultural or non-medical reasons (Rymer, 2003; WHO, 1997 WHO, , 2008 . There are four defined types of FGM/C (WHO, 1997): partial or total removal of the clitoris and/or the prepuce (although it is actually the glans and/or the body of the clitoris that is cut) (Abdulcadir et al., 2011) (type I); partial or total removal of the clitoris and the labia minora, with or without excision of the labia majora (excision) (type II); narrowing of the vaginal orifice with the creation of a covering seal by cutting, and apposition or sewing together of the labia minora and/or the labia majora, with or without excision of the clitoris (infibulation) (type III); and all other harmful procedures to the female genitalia for non-medical purposes such as pricking, piercing, incising, scraping, and cauterization (type IV) (WHO, 2008) . Types I, II, and III are common among practising communities in Kenya (Kenya National Bureau of Statistics [KNBS] and ICF Macro, 2014) . Type IV FGM/C (nicking, pricking, and scraping) is increasingly practised (Shell-Duncan, Njue et al., 2018) .
The magnitude of FGM/C is largest in Africa and Asia with pockets of the practice found in other continents. FGM/C is practised in about 30 African countries (East, North East, and West Africa), the Middle East, Asia, Latin America, and in some Western nations among migrant populations (PRB, 2013; UNICEF, 2014; WHO, 2008; Yoder et al., 2013) . In Western nations, it is primarily carried out during return home (visiting/holiday) trips by diaspora community members (Berg and Denison, 2013; Elgaali et al., 2005) . Some cutting is performed by visiting practitioners sneaked into these continents (Europe, North America, and Australia) (Elgaali et al., 2005; JohnsonAgbakwu et al., 2014; Litorp et al., 2008; Moeed and Grover, 2012; Thierfelder et al., 2005 ). An estimated 200 million women/girls have been cut, while 3.6 million risk being cut each year (UNICEF, 2016; UNICEF et al., 2013) .
In Kenya, FGM/C is practised by all except five (Luo, Luhya, Pokomo, Teso, and Turkana) ethnic groups, although to varying degrees. The Kenyan FGM/C prevalence among 15 to 49-year-olds decreased from 37.6 percent in 1998 to 21 percent in 2014 (KNBS and ICF Macro, 2014) . However, the change in prevalence varies greatly when broken down by ethnicity and region (Shell-Duncan, Njue et al., 2018) . Thus, combined strategies need to be devised and scaled up to prevent new cases of FGM/C as well as mitigate suffering on already cut girls/women in high FGM/C practicing communities.
In many settings, including Kenya, FGM/C has persisted due to various social-cultural factors (Varol et al., 2014) . The actions and decision for performing the cut are highly meaningful and are aimed at preserving the valued ways of life for the community. Women undergo FGM/C to gain cultural conformity, social significance, and a sense of identity and respectability as an ideal member of the community (Berg and Denison, 2013) . Girls and families of those who undergo FGM/C receive social approval, respect, and honour. In contrast, uncut girls, together with their mothers and the family, are insulted, teased, socially rejected, and their prospects of being married are diminished (Gali, 1997) , affecting the ultimate value of being a wife and a mother (Nkrumah, 1999) . FGM/C has been, and is, used to control women's sexuality by limiting their sexual desire and satisfaction (Berg and Denison, 2013) , and promoting premarital virginity as a guarantee of moral standards and an assurance of marriageability (Berg and Denison, 2013) . The practice predates all major religions and no religion, condones FGM/C. FGM/C is practised by Muslims, Christians, Jews, and people of other religions alike (Berg and Denison, 2013) . Accordingly, for FGM/C abandonment efforts to be successful, interventions need to address the social norms that reinforce the practice. Social norms theory has been used to understand healthrelated behaviours (Campo et al., 2004; Rah et al., 2004; Scholly et al., 2005) , including FGM/C (UNICEF, 2016) . According to the theory, practices like FGM/C are associated with social motivations. Beliefs about what others do, and what others think people should do, often guide a person's actions in their social setting (Mackie et al., 2015) . If a harmful practice is social in nature, then programmes that focus on educating the individual rather than the community, or that increase the availability of alternatives or the provision of external incentives, may be insufficient to modify the practice meaningfully (Mackie et al., 2015) . Compliance is inevitable if individuals or families are motivated by expectations of rewards for adherence to the norm (e.g., higher chances of marriageability among the girls of the family), and fear of sanctions for non-adherence (e.g., social exclusion and stigmatisation). Adhering to a community's social norms is, therefore, perceived as important, not only to maintain an individual's acceptance and social status in the community, but to preserve the status of the individual's family. For a beneficial new norm to come into existence, enough members of a group must believe that enough of them are adopting the new norm.
FGM/C has no health benefits, is associated with negative health consequences and poor health indicators (Almroth et al., 2001; WHO, 2006) . The health problems associated with the practice include physical, psychological, social, and sexual harms on women and girls, as well as men (Almroth et al., 2001; Vloeberghs et al., 2012) . The health effects span from immediate, short, to long-term (Kaplan et al., 2011; Morison et al., 2001; WHO, 2000 WHO, , 2006 WHO, , 2008 . The consequences attributed to FGM/C portend that the health sector is strategically positioned to be in the frontline of abandonment efforts. The health sector-led abandonment approach should be anchored on a multidisciplinary, multi-pronged model capable of responding to girls and women who have undergone FGM/C as well as preventing new cases of cutting (Kimani et al., 2016) . Additionally, FGM/C constitutes violence and abuse against children, girls, and women (Reza et al., 2001; WHO, 2008) .
There is evidence that the practice of FGM/C is undergoing three key changes-cutting at a younger age, less severe cutting, and medicalised FGM/C (UNICEF, 2013). Whereas it is unclear why families are choosing to cut daughters at a younger age, emerging evidence suggests that the change could be an adaptation aimed at circumventing health complications (Jaldesa et al., 2005; Shell-Duncan, 2001; WHO, 2010) , law enforcement, and resistance to the practice by wellinformed grown-up girls (Powell and Yussuf, 2018) . However, cutting at an earlier age is more easily sustained when the social norm is changing and appears to be a new society practice to sustain FGM/C. Surprisingly, the suggestion that cutting girls at a younger age is safe is contrary to the findings by Bjälkander et al. (2012) who found that girls who undergo FGM/C before ten years of age seem to be more vulnerable to serious complications than those who are cut when they are older. However, cutting at a younger age is a poorly documented and understood shift in FGM/C practice. Therefore, it is critical to investigate and understand the shift with a view to developing strategies to curb the practice.
The second and related shift is less severe cutting. This shift has been associated with societal developmental factors such as education and urbanisation (Powell and Yussuf, 2018) . Indeed, educated and urban families prefer less severe cutting for their daughters (Islam and Uddin, 2001) . This shift appears to take two forms: one is a move from type II or III towards type I or type IV cutting, in which the skin around the genitals is "nicked", "pricked" or "scraped" rather than deeply cut or removed, for a symbolic cutting to draw blood so that the family and the girl herself can declare she has undergone FGM/C (Njue and Askew, 2004; Shell-Duncan, Njue et al., 2018) . The other is a shift from infibulation to what is termed "Sunna" cutting among Muslim populations (Koski and Heymann, 2017) . What is described as Sunna is unclear, as it refers vaguely to a small amount of cutting or causing of bleeding, and so could be type I, type II, or type IV nicking (Gele, 2013) . Clinical evidence also suggests that many women who claim to have Sunna FGM/C are infibulated (Johansen, 2017) . Sunna is generally described as less extensive and harmful than infibulation, often as a "minor cut", but in practice the term is used to refer to any of the four types (Crawford and Ali, 2014; MOWDAFA, 2012) . The shift to less severe cutting appears to be taking root to address FGM/C-related immediate or long-term health complications (Njue and Askew, 2004) . The shift is widespread among Eastern Africa Muslim populations that normally practise infibulation and want to sustain FGM/C (Abdi and Askew, 2009) . With heightened awareness of health complications associated with "conventional" FGM/C, other communities are likely to follow suit and engage in shifts in cutting. It is, therefore, critical to understand whether this shift influences abandonment strategies.
The third shift is the increasing proportion of girls who are cut by health care providersmedicalisation (Serour, 2013; WHO, 2010) . Obstetricians, gynaecologists, paediatricians, midwives, and nurses are commonly requested to perform FGM/C on adult women and girls (Leye et al., 2008; Moeed and Grover, 2012; Purchase et al., 2013; Sureshkumar et al., 2016; Tamaddon et al., 2006; Turkmani et al., 2017) . The practice is reportedly performed in hospitals, clinics, homes, or neutral places using surgical tools, anaesthetics, and antiseptics in the hope of mitigating the immediate complications associated with the cutting (Jaldesa et al., 2005; UNICEF et al., 2013; WHO, 2010) . Re-infibulation (re-closure of female external genitalia in women with type III FGM/C who have been de-infibulated to allow for sexual intercourse, delivery, and/or related gynaecologic procedures) is often medicalised (Serour, 2010 (Serour, , 2013 WHO, 2010) . The justification for medicalisation includes reducing the risk of immediate complications, enabling women to fulfil cultural obligations whilst respecting their rights, and financial gains for the practitioners (Berggren et al., 2004; Njue and Askew, 2004; Pearce and Bewley, 2013; Serour, 2013; Shell-Duncan, 2001 ). Health care providers may also come from practising cultures and believe that it is an acceptable practice. Medicalisation has, however, been condemned and challenged because it does not prevent long-term medical, psychological, or sexual complications associated with the practice (Kimani and Shell-Duncan, 2018) . In addition, it legitimises the continuation of FGM/C among practising communities because the practice is performed by health care providers, who are respected members of society WHO, 2010) .
There is evidence that these shifts are occurring in practising communities in Kenya. Medicalised FGM/C has been documented among the Kisii (Njue and Askew, 2004) and Somali communities in Kenya (Jaldesa et al., 2005) , and there is some recent documentation of the shifts in the age at cutting, type of cut, and medicalisation (Shell-Duncan, Njue et al., 2017) . Whereas the factors that generally perpetuate FGM/C are well documented, those promoting and sustaining these shifts at individual, family, community, as well as from the health care providers' perspectives are poorly understood (Modrek and Sieverding, 2016) . Understanding whether the shifts mark the beginning of a norm change that could be further shifted towards total abandonment of FGM/C, or whether they represent a hardening of support for the practice is critical for developing policies and programmes that promote total abandonment.
Objectives
This qualitative study sought to understand shifts in FGM/C among families and health care providers from selected Kenyan communities. To achieve this goal, the following objectives were pursued: i.
To understand the general view of FGM/C practice in the three communities ii.
To establish the reasons that underpin the practise of FGM/C in the three communities iii.
To explore families and health care providers' experiences regarding shifts in FGM/C among the three communities iv.
To explore families and health care providers' experiences regarding re-infibulation among the Somali community
Methods

Study Design
We conducted a cross-sectional, qualitative study anchored on grounded and social norm theories with an objective to understand the shifts in FGM/C, including the medicalisation of cutting in families with cut girls. Data were collected through key informant interviews (KIIs), in-depth interviews (IDIs) and focus group discussions (FGDs). An analysis was conducted to establish the interdependent factors that drive the practice and how they interact to influence on the shifts in the practice of FGM/C.
Study Location (Sites)
The study was conducted in Nairobi (Eastleigh and Kawangware), Kisii (Gucha and Gucha South sub-counties), Migori (Kuria East and Kuria West sub-counties), and Garissa (Garissa township constituency and its sub-counties) counties. The study sites are described as follows:
Nairobi County
Nairobi County is Kenya's administrative and commercial capital. It is the most populous county/city with a population of 2.75 million (World Population Review, 2018) . The county has 17 administrative areas or constituencies. The city is cosmopolitan and home to people from diverse ethnic groups. In addition, Nairobi hosts many international organisations and United Nations bodies such as UNEP, UN Habitat, UNFPA, and UNICEF.
The prevalence of FGM/C in Nairobi is much lower (14%) than the national average (21%) owing to urbanisation (KNBS, 2010) . Migrants from communities that traditionally practise FGM/C bring the practice with them to Nairobi. Among the communities who contribute substantially to FGM/C prevalence in Nairobi are Somalis, mainly living in Eastleigh, and the Abagusii who are commonly found in Kawangware. The Somalis traditionally practised type III FGM/C (pharaonic circumcision) and possibly re-infibulation. However, recently they have been reported to adopt the Sunna cut (Jaldesa et al., 2005; Powell and Yussuf, 2018) . The Abagusii practise mainly type I FGM/C, with recent trends of medicalisation, lesser cutting, and early age cutting being reported (Njue and Askew, 2004) . The two communities were targeted in this study to answer the questions on shifts in FGM/C and medicalisation of FGM/C, including re-infibulation.
Kisii County
Kisii County is found in the Southern Nyanza region of the former Nyanza province in Kenya. The county is host to the Abagusii ethnic group, which is the sixth largest ethnic group in Kenya, with a population of about 1,152,282 according to the 2009 national census (KNBS, 2010) . Over 80 percent of Abagusii are Christians. The community traditionally practised male and female circumcision as rites of passage (Njue and Askew, 2004) . However; with the prohibition of FGM/C, girls are cut at a younger age and mostly by health care providers (Njue and Askew, 2004) . Despite extensive FGM/C abandonment efforts, the practice and its prevalence has persistently remained high (86%) among this community (KNBS and ICF Macro, 2014) .
Migori County
Migori County in the former Nyanza Province is home to the Kuria community, a Bantu ethnic group. The Kuria community is found in both Kenya and Tanzania. By 2006, the total Kuria population was estimated to be 609,000, with 435,000 living in Tanzania and 174,000 in Kenya. The practice of FGM/C among the Kuria is almost universal with a prevalence of 96 percent. The main reasons cited for FGM/C among the Kuria are that it is a rite of passage and suppresses women's sexual desire; thus, preventing pre-marital sex and infidelity in marriage (28 Too Many, 2013; KNBS and ICF Macro, 2010) . In Kuria, the FGM/C ceremony is performed in public on a date decided by the council of elders (Oloo et al., 2011) . There have been reports of medicalisation and less severe cutting to reduce trauma (Oloo et al., 2011) .
Garissa
Garissa County is found in the former North Eastern Province that is mainly inhabited by Kenyan Somalis. In 2014, the county had a population of close to 700,000 (KNBS and ICF Macro, 2014) . The county consists of six administrative sub-counties corresponding to constituencies namely, Garissa Township, Ijara, Fafi, Balambala, Daadab and Lagdera (Garissa County Government, 2018) . The prevalence of FGM/C is 94 percent (KNBS and ICF Macro, 2015) . In the Somali community, FGM/C is practised to ensure a girl's virginity and purity prior to marriage, which is considered essential for maintaining her family's honour, and to fulfil perceived religious obligations. FGM/C among the Somalis does not play a role as a rite of passage for women (Jaldesa et al., 2005) . As the community practises type III FGM/C, many women undergo deinfibulation during childbirth. Following childbirth, many women request to be re-infibulated (Jaldesa et al., 2005) . UNICEF has been engaging religious leaders in the abandonment of FGM/C in the area (UNICEF, 2011).
Study Participants
To understand recent shifts in the practise of FGM/C, the study participants included families (fathers, mothers, or guardians) with one or more living daughters aged 0-15 years who had been cut (medically or traditionally), cut women aged 18-49 years, and cut young girls aged 14-17 years. Husbands or male partners of cut women and girls were also included. Participants also included health care providers offering medicalised services (doctors, nurses, midwives, and clinical officers), traditional birth attendants (TBA), and community leaders (diverse professionals, administrative officials, religious leaders, and officials from community organisations), as well as representatives from local non-governmental organisations (NGOs).
Sampling and Sample Size
Participants were selected using combined purposive and snowball sampling based on the principles of qualitative research using FGDs, IDIs, and KIIs data collection methods (Table 1) . The FGDs involved groups of 6-12 participants of similar age, gender, and ethnicity. The FGDs were conducted among women of reproductive age, young mothers, older women, young fathers, older men and young girls. The IDIs and KIIs were held with administrative, religious, and community leaders, as well as health sector stakeholders, in each region to give information based on their experience and knowledge. Some health care providers refused to participate in the interviews, possibly because of the illegality of FGM/C. The final sample size was informed by thematic saturation of data during the discussions. 
Recruitment and Interview Procedures
FGM/C is a culturally sensitive issue, with legal implications because it is prohibited under the Kenyan FGM/C Prohibition Act of 2011. Locally networked community-based organisations and individuals, as well as local administrators, helped recruit the study participants. In addition, families and health care providers who participated in medicalisation were identified through snowball sampling. Once participants were identified, the researcher approached the household head or the facility administrator, explained the purpose of the research, and obtained permission to conduct the study. Potential participants were assured that all information provided was to be treated with confidentiality and all discussions and interviews were conducted in private spaces and at times convenient to the participants. FGD participants' demographic characteristics were recorded on a self-completed participant record form. The FGDs, IDIs, and KIIs were conducted in local languages by trained locally-recruited research assistants of the same ethnic group as participants.
Ethical Considerations
Ethical approval for the study was granted by the Population Council's Institutional Review Board, the Kenyatta National Hospital-University of Nairobi Ethics and Research Committee, and the National Commission for Science, Technology, and Innovation (NACOSTI). In addition, permission to carry out the study was granted by local administrators in each county. Study participants aged 18 years and older granted informed consent, while assent was obtained for participants younger than 18 years. Participants were informed about the study and measures taken to ensure the confidentiality of information shared. They were also informed that they could withdraw from the study at any time. Interviews and discussions were audio recorded with permission from the participants.
Data Management and Analysis
Demographic data were entered in anonymised form into password-protected Excel spreadsheets and descriptively analysed. Digital audio recordings of the group discussions and interviews were subjected to a multi-stage transcription translation process to ensure data quality. First, recordings were transcribed verbatim by experienced Kisii, Kuria, and Somali-speaking transcribers. Second, the anonymised transcripts were independently reviewed by target language-speaking translators, checking the transcripts against the original audio recordings for accuracy, spelling, and content. Any differences detected between the two formats were identified, discussed, and resolved between the original transcription and the translator. Third, finalised transcripts were translated from Kisii, Kuria, and Somali to English by bilingual translators. A sample (10%) (n=15) of the transcripts were reviewed by three independent reviewers and differences between the original English translation and the reviewed samples were identified and anomalies discussed until consensus on accurate translations was achieved. The finalised translated versions were then subjected to qualitative analyses.
The framework method for qualitative content analyses was adopted for this study (Ritchie et al., 2013) . The framework method is appropriate for thematic analysis of textual data, particularly interview transcripts, where it is important to compare data by themes across many cases (Gale et al., 2013) . This approach combines deductive and inductive analyses of textual data with the flexibility to adapt emerging data and produce a coding framework or 'template'. The themes/codes were selected through a combined approach: deductively based on previous literature and the specifics of the research question from the interview guides, as well as inductively generated from the obtained data in the transcripts, followed by their refinement.
The principal investigator and three research analysts jointly developed a thematic coding framework through analysis of the study instruments and reading of the transcripts to reconcile and gain insights on emerging issues. The team reviewed the framework and definitions of each theme/code for consistency and understanding before commencement of coding using NVivo 11® (Bazeley, 2007) . Data were first coded with descriptive labels, then categorised into "code families" based on identified patterns. Each analyst coded two transcripts to check the effectiveness of the coding framework. The team then refined the final coding framework that was used in the subsequent analyses. The analysts were then assigned the remaining transcripts. Issues emerging during coding were addressed in regular meetings. Researcher triangulation (using three data analysts) and method triangulation (using three different interview types [IDIs, KIIs, and FGDs]) were used to ensure the methodological rigour and trustworthiness of the study data. Inter-rater coding reliability was assessed by having analysts code a random sample of two transcripts coded by another analyst. Differences in coding were compared, discussed, and integrated by consensus.
Results
The findings are presented and structured on the following FGM/C themes: reasons why families practise FGM/C; general context of FGM/C in the three communities; shifts in FGM/C; and experiences with re-infibulation. We compare findings across the three ethnic groups.
Reasons Why Families Practise FGM/C FGM/C is a culture and tradition
Although the national prevalence of FGM/C in Kenya is declining, the practice remains pervasive among the Abagusii, Kuria, and Somali ethnic groups (KNBS and ICF Macro 2015) . As illustrated in the following quotes, participants suggested that the practice persists because it is a cultural and traditional practice passed through generations. As a member of the council of elders from the Kuria community explained with an angry tone, "FGM/C is a culture and tradition we have to respect. It was a tradition from our forefathers meant for both boys and girls. It is very bad when you talk of abandoning our culture." FGM/C is therefore anchored on community social norms, which are strong and influential to the family as the custodial unit as indicated below. In addition, as illustrated in the following quote, among the Abagusii, cutting was also suggested to confer identity, thus differentiating them from their non-circumcising neighbours, the Luo and Luhya communities.
"FGM/C is a cultural and traditional practice, we found it being done by our forefathers and people are still doing it. It is deeply down engraved in our roots
"The Kisii say that they cannot marry an 'egesagane' (uncut woman). They used to equate the uncut girls to 'Omogere' (the Luo). Let the Kisii girls be cut so that they can be married, so that they don't become like our neighbours." Elderly woman, IDI, Kawangware
FGM/C is performed as a religious obligation
Neither the Abagusii nor Kuria participants highlighted a religious basis for FGM/C. In contrast, many Somali participants explained that FGM/C is practised for religious purposes. However, there were varied views on whether FGM/C is obligatory for Muslims. Many agreed that Sunna cuttingwhich was often described as a milder form with few complications-is supported by religion as described in the hadiths of Prophet Mohamed, while the pharaonic cut (infibulation) was described as a cultural practice passed down generations. Some of those who viewed FGM/C as a practice that was supported by religion believed that girls who have undergone FGM/C are purified and are able to pray. A few participants, however, noted that all types of FGM/C are prohibited in Islam and that no part of the Quran supports it. According to them, the lack of a religious basis for FGM/C had resulted in the abandonment of FGM/C by some people in the community. 
FGM/C is performed as a rite of passage in Kuria
Most Kuria participants stated that FGM/C is a rite of passage marking the transition from childhood to adulthood. As a grandmother who participated in an IDI in Kuria noted "Circumcision has been there and every woman has to pass through it before being married and for her to be called an adult." As illustrated in the following quote, participants explained that undergoing the practice also gives girls a sense of belonging with peers who undergo the rite at the same time:
"We do get a hard time in barring our girls from FGM/C because our age-sets demand that we should give them 'ekenama' (the thigh meat of a cow). This meat is only shared during that occasion (FGM/C) and is highly valued by the age-set members. It welcomes and brings together all the age-set members. A cow is slaughtered and one whole thigh is given to them only. They eat and celebrate as a sign of belonging and togetherness among their age-set members. The uncut girls are isolated from mingling with the circumcised ones during social functions like the traditional ceremonies." Married woman, FGD, Kuria
FGM/C enhances marriageability
Across the three communities, FGM/C is regarded as an important prerequisite for marriage. Women and girls who are cut are considered mature, respectful, and faithful in marriage. As illustrated in the following quotes, cut women and girls are considered to have better marriage prospects and, in some instances, women who are uncut at marriage are reportedly cut during childbirth: 
FGM/C is performed for fear of negative sanctions
The participants suggested that there is intense social pressure exerted by the community for girls to undergo FGM/C. Claims that girls and women who are uncut are discriminated against and stigmatised were commonplace. Participants noted that girls who have not undergone the cut are reportedly called derogatory names, disrespected, and shamed. The fear of stigma was said to put pressure on girls to undergo the cut to gain respect in the community. The important role that social pressure, stigma, and fear of sanctions for violating social norms play in driving FGM/C is illustrated in the following quotes: 
FGM/C prevents sexual immorality (enhances sexual restraint)
Participants from the three communities noted that FGM/C ensures girls' sexual purity. Interview findings suggest that it is widely believed that cutting the clitoris lowers girls' libido and prevents premarital sex, immorality, or prostitution. Sexual purity was often highlighted as an important prerequisite for marriage that would confer dignity on the family. Participants from the Somali community noted that infibulation, in particular, is considered a marker of virginity and purity. As such, some participants claimed that infibulated girls easily get married while uncircumcised girls lack suitors or are divorced on their wedding night upon the discovery that they have not been infibulated. 
FGM/C is a source of income for cutters and council of elders
Some participants noted that FGM/C is a source of income for the cutters, including health providers offering medicalised FGM/C. As illustrated by the following quotes, some of these participants reported that medicalised FGM/C boosts health care providers' income, which incentivises them, in some cases, to convince parents to cut their daughters: However, some providers were noted to secretly offer medicalised FGM/C because they feared negative sanctions from the community. Further, as illustrated in the following quotes, for some providers, agreeing to perform FGM/C was also reportedly driven by a desire to reduce the negative impacts of the practice, even when they were aware of the illegality of the procedure. Related to income, the participants from Kuria community suggested that, the council of elders benefited substantially from organising FGM/C activities. Thus, the council was noted to perpetuate FGM/C to maintain a steady income. Women in an FGD in Kuria also noted that the council of elders threatens those who oppose FGM/C because of the financial benefits linked to the practice. The views around financial incentives underlying FGM/C are illustrated in the following quotes:
" 
Abandonment of FGM/C is associated with religion, social factors, and awareness
Some participants from the three communities noted that some families were abandoning the practice of FGM/C. Proscription of FGM/C by the Christian church, increased awareness of the negative health consequences of FGM/C, and higher levels of education were cited as reasons for the increasing abandonment of the practice. Abandonment was reportedly more common in urban areas. Further, participants' responses suggested that increasing levels of abandonment meant that those who chose to abandon the practice faced fewer negative sanctions. Participants' views about abandonment are illustrated in the following quotations: 
FGM/C is conducted during school vacations
In the three communities, participants reported that girls are usually cut during school holidays. The December holiday, which is the longest school vacation (8 weeks), was reported to be the most preferred because there is ample time for girls to recover and cutting ceremonies could be disguised as Christmas festivities.
Urban girls are sent to rural areas for FGM/C
The participants suggested that some of the girls who are due for cutting were taken to their rural ancestral home for cutting. This could be because of respect for traditions, bonding with extended family members and relatives, as well as availability of cutters who are more available in rural than urban settings. In the urban setting, the cutters may be few and the family of the girl may fear questioning from non-cutting communities on the whereabouts of their daughter. In the rural areas, secrecy can easily be maintained because law enforcement is not very strict, while homogeneity of community members may offer a perfect ground to conceal the practice. This pattern was mostly reported by Abagusii and Somali participants as expressed by the quotes below: Some participants noted that the costs are lower if there is a high number of girls to be cut. The cost is also reportedly dependent on whether the cut is done by a traditional cutter or a health care provider. However, there are differing views on which cutter is cheaper. Many Abagusii participants noted that traditional cutters are cheaper than health care providers, probably because the demand for their services is declining in the advent of medicalisation. In contrast, Somali participants noted that traditional cutters are paid more than health care providers. The reasons for the traditional cutters being expensive were not given but it is possibly because they are experts and considered experienced in carrying out the cutting as the culture dictates. These views are illustrated in the following quotes: 
Preference for experienced FGM/C practitioners
Narratives from Abagusii and Somali participants underscore the importance of experience and a history of performing "problem-free" and "painless" FGM/C as criteria for selecting a practitioner to perform the cut. Experienced cutters were described as "retired nurses" with more skills and knowledge, and older women who "could cut like nurses", "have a good reputation," or who had experience "cutting lots of girls." Some participants from the community suggested that "doctors" did not have the training and experience to perform FGM/C as expressed by an old man from Garissa in an FGD, "Doctors don't know how to circumcise because that is not their profession."
As illustrated in the following quotes, experienced cutters are reportedly referred to people from other families. The amount of money one charged was also an important consideration when selecting a circumciser. As a young mother of a cut girl in an FGD noted "It depends on the type of cut and the price they charge". Older women in an FGD in Eastleigh also noted that people preferred circumcisers who charged less.
Care seeking for FGM/C-related complications varies
Participants suggested that in case girls developed FGM/C-related complications after the cut, they would seek help, first from the cutter who could either be a medical or traditional practitioner. Among the Kuria, however, girls who experience FGM/C-related complications reportedly seek help from the council of elders who use herbs in managing the problem, as well as perform some rituals. However, in all three communities, those with severe complications would seek care from health facilities.
"It is the cutter that is called and asked what he did wrong, and he/she looks for medicine and treats the girl at home. When it becomes too complicated, the cutter tells you to look for a doctor to treat your daughter."
Community women leader, KII, Kisii
"They only go to hospital because they don't have any other alternative." Female assistant chief, KII, Eastleigh
"If the girl is bleeding excessively, they will be taken to the same council of elders or to the local healers. When the condition becomes more critical, they are taken to public hospitals for management. Those who trust those herbs, it works with them. But mainly the victims will end up being taken to hospitals from the elders." Male chief, KII, Kuria
Shifts (Changes) in FGM/C
The participants' narratives suggest that the practise of FGM/C is changing. The main changes or shifts are cutting at a younger age, less severe cutting, and the medicalisation of FGM/C. These changes are reportedly common among the Abagusii and Somali communities. The participants suggested that the changes are strongly supported by women, as they enforce cultural compliance, avoid resistance by the girl, and supposedly prevent FGM/C-related complications. Among the Kuria community, the changes are reportedly not very common except for lesser cutting, which was suggested to be supported by the council of elders and women. In the following sections we summarise the findings related to the shifts in FGM/C.
Cutting at younger age
The participants suggested that the Abagusii and Somali girls were reportedly being cut at a younger age than previously, with most cut by the time they are aged 13 years. According to participants, the shift to cutting at a younger age stemmed from perceptions that cutting girls when they are younger prevents FGM/C-related complications, overcomes resistance associated with physical strength and intellectual development, as well as facilitates faster healing. According to some participants, older girls could resist the practice while younger girls were thought to be more likely to comply with their parents' instructions and are not fully aware of the dangers of FGM/C. The risk of bleeding was also thought to be lower for younger girls, while the procedure was perceived to be easier and less painful because the clitoris had not "hardened." This shift is also linked to the need to conduct FGM/C in secret, presumably because of the anti-FGM/C law, as younger girls are perceived to heal faster and are less aware of what is happening. These views are illustrated in the quotes below:
"The difference is that back in the old days, girls were cut having reached a certain age, and they were a little mature but these days, because it is being done secretly and to keep it secret, the girl is cut when she is still very young and doesn't know what is happening." Married man, FGD, Kisii
"The cutting of younger girls prevents them from feeling the pain than older girls of above 13 years. Also, you are the one who directs her, and you cannot direct her when she is over 13 years. Another thing is, these girls of seven to ten years old, can heal faster and have few complications than older girls"
Older woman, FGD, Kawangware
"At an older age they will not accept to be cut. If not circumcised at a tender age, the place [clitoris] will increase in size and become strong and to cut it will be a problem because of the hardening of the clitoris. At the age of sixteen or eighteen they cannot be circumcised because they will feel more pain and cannot withstand the pain unlike young girls of age six." Married woman, FGD, Garissa
Among the Kuria, cutting at younger ages was not observed as most of their girls were reportedly cut when aged 12 to 17 years. The relatively higher age at cutting for Kuria girls was reportedly because FGM/C is performed as a rite of passage; a transition from childhood to adulthood. As such, Kuria girls are "ready" for marriage after FGM/C. Even then, as noted by married women in an FGD in Kuria, FGM/C would not occur after 18 years "because of the risk of getting married or pregnant before FGM/C (laughing)."
Less severe cutting
Participants' narratives suggest shifts to milder forms of FGM/C in the three communities with girls reportedly undergoing clitoridectomy (type I) or nicking or pricking (type IV). Some participants also considered these milder cuts to be symbolic or "superficial". As illustrated in the following quotes, the shift to milder forms of FGM/C is reportedly to reduce/prevent the health complications associated with cutting and to shorten the recovery period. 
"In the Kisii community, the whole clitoris used to be cut, which was a deep cut that caused a lot of complications on girls, sometimes leading to death. But because of the realization of these complications, they started removing only the tip which is
FGM/C is performed by health care providers (medicalisation)
Participants from the communities reported that FGM/C is sometimes performed by health care providers (doctors, nurse-midwives, and clinical officers) at home or in a health facility. Medicalised FGM/C is reportedly more common in urban areas than rural areas and is driven by beliefs that it reduces the risk of health complications (or ensures that they are addressed in a timely manner), shortens the recovery period, reduces the spread of communicable diseases, such as HIV, is discreet, and enables women to give birth normally. When asked whether medicalisation was a step towards abandonment, participants held differing views. Some suggested that medicalisation of FGM/C will not lead to the abandonment of girls' circumcision. Proponents of this view argued that medicalised FGM/C was still FGM/C even if it is performed by health care providers. They argued that medicalised FGM/C was just 'modernisation' of the practice, which they believed would normalise the practice in the long run. In contrast, those who believed that medicalisation of FGM/C would lead to the abandonment of the practice saw medicalisation as a transition stage in response to people being more enlightened about the need to abandon FGM/C. They also suggested that medicalisation gives health care providers an opportunity to create awareness on the impacts of FGM/C, which they noted would eventually lead to abandonment as quoted below. 
"The banning of FGM/C will increase the medicalisation since the nurses would want to do it secretly in their houses
Perceptions around Re-infibulation in the Somali Community
Participants from the Somali community reported that some women undergo re-infibulation, which is common among communities that practise type III FGM/C (Berggren et al., 2006) . As depicted in the following quotes, because infibulation is considered as a mark of virginity, some womenparticularly those who are divorced or who have engaged in pre-marital sex-prefer to be reinfibulated to deceive their partners that they are still "virgins" or to avoid shaming their parents when they are being married. Re-infibulation is also reportedly performed on some women who feel that their genitalia have loosened up especially after childbirth for tightening in order to satisfy their husbands. When asked about the advantages and disadvantages of re-infibulation, a few participants suggested that re-infibulation increased men's sexual pleasure due to the tightness of the woman's vagina, especially after child birth. However, others argued that the tightness impeded sexual pleasure and exposed the woman to infections and health complications that were expensive to manage. These views are illustrated in the following quotes. 
"Men want something they can feel and is tight and gives flavour to it. He gets a tight place." Young husband, FGD, Eastleigh
Discussion
Findings from this study show that the practice of FGM/C is still prevalent among the Abagusii, Kuria, and Somali communities in Kenya. Although national data shows a substantial decline in the prevalence of FGM/C among women aged 15-49 years between 1998 (38%) and 2014 (21%), the prevalence among the Abagusii (86%), Somali (94%), and Kuria (96%) has remained high (KNBS & ICF Macro, 2015) . Despite the high prevalence in the studied communities, the findings show that there is some decline particularly in urban areas. The decline can be attributed to increasing education, urbanisation, migration, and modernisation. Lower levels of FGM/C have been associated with high socioeconomic status (Dalal et al., 2018; Masho and Mathews, 2009 ), urbanisation, exposure to media that clarifies doubts and misconceptions about FGM/C (Dalal et al., 2018; Reig et al., 2014) , higher education (Dalal et al., 2018; Gage and Van Rossem, 2006; Masho and Mathews, 2009) , and women's empowerment (Isman et al., 2013) . These factors contribute to members of cutting communities living, interacting, and intermarrying with non-cutting ethnic groups or those who have abandoned the practice. For example, in urban settings the heterogeneity and mix of ethnic groups may create an environment for lesser accountability, bonding, and less strict adherence to social norms or change/adoption of new norms. This may enable girls who would ordinarily be cut to escape FGM/C.
Persistently high FGM/C prevalence in the three communities is likely sustained by social norms that have been passed through generations. The norms are enforced through social pressure to conform while noncompliance attracts negative sanctions in the community, social groups, and age cohorts (Shell-Duncan, Moreau et al., 2018) . Studies show that social pressure and tradition are the most compelling factors for the continuation of FGM/C (Reig et al., 2015; Varol et al., 2014; WHO 2010) . The actions and decision to perform the cut are highly meaningful and are aimed at preserving the valued ways of life for communities. Thus, women undergo FGM/C to gain cultural conformity, social significance, and a sense of identity, and respectability as an ideal member of the community (Berg and Denison, 2013) . Similarly, Mackie and LeJeune (2009) suggest that FGM/C is held in place by a wide range of norms and associated meanings that concerns ethnic identity, adolescent rites of passage, religion, honour, modesty and sexual restraint, aesthetics, and hygiene. The girls who undergo FGM/C and their families receive social approval, respect, and honour. In contrast, uncut girls, their mothers, and the family are insulted, teased, socially rejected, and their prospects of being married are diminished (Gali, 1997; Shell-Duncan, Moreau et al., 2018) , affecting their ultimate value (Nkrumah, 1999) .
Related to social norms, other factors are suggested to drive the continued practise of FGM/C among the three communities consistent with documented evidence: culture and tradition (Bjalkander et al., 2012) ; the desire to uphold moral values by curbing women's and girls' libido, and preventing premarital sex and early pregnancies (WHO, 2010) . Among the Abagusii, FGM/C is also performed for identity purposes to distinguish them from neighbouring communities who do not cut girls (Mose, 2008) . This is consistent with findings that FGM/C identifies a woman as belonging to a particular ethnicity (Bjalkander et al., 2012; Mackie and LeJeune, 2009 ).
Interestingly, although FGM/C is prohibited, the Kuria community practise FGM/C as a rite of passage in public mass circumcision ceremonies, similar to celebrations in other communities where cut girls are celebrated and publicly recognized (Ahmadu, 2000; Behrendt, 2005; ShellDuncan, Moreau et al., 2018) . In contrast, the Somalis and Abagusii practise individual cutting with no public ceremonies, a departure from previous practice as a result of the prohibition of FGM/C. Similar findings have been reported in Senegambia where FGM/C is also criminalised (Hernlund, 2003; Skramstad, 1990) . The open practise of FGM/C among the Kuria may stem from the significant involvement of the council of elders, who are the custodians of the Kuria culture and who command a lot of authority and power. The council of elders reaps great economic benefits from FGM/C and wields immense authority and power in the community. The council oversees several FGM/C-related activities namely; ritualising the venue, selection of cutters, and performing curse rituals on violators. These differences and dynamics point to the need for different and context-specific approaches to promote the abandonment of FGM/C in diverse contexts.
Although FGM/C is prohibited under the Kenyan law, study findings suggest that the law has limited effect on the abandonment of FGM/C. FGM/C is often upheld by multiple interconnected norms that may vary and shift over time. For example, the secrecy surrounding the practice among the Somali and Abagusii communities underscores the conflict between social and legal norms. To resolve the conflict, members of the community weigh the repercussions for noncompliance. The secret practise of FGM/C allows people to comply with social norms because of the perceived or real sanctions exerted from the community on members for not complying (Shell-Duncan et al., 2013) . The sanctions may include social exclusion, stigma, and discrimination. Similar evidence has been reported in Senegal, where the age at cutting went down and the practice went underground following the institution of a law against FGM/C. However, for some who were already questioning FGM/C, the law strengthened their stance/resolve not to cut. Surprisingly, sometimes even in a single extended family, there could be diverse reactions to the law (Shell-Duncan et al., 2013) .
Conflicts between social and religious norms were also noted with some participants stating that pastors and religious leaders condemned the practise of FGM/C in public but cut their daughters in secret, particularly in rural areas. The Christian church proscribes FGM/C. Adherents may therefore practise FGM/C in secrecy to avoid religious sanctions. In contrast, according to some of the participants, Islamic teachings sanction the Sunna cut. Although many Muslims noted that FGM/C was a religious requirement, it is not founded on Quranic teachings (WHO, 2006; Wahlberg et al., 2017) . FGM/C is not mentioned in the Quran, but a few Hadiths (recorded sayings and practices of the Prophet Mohammed) mention the practice. One commonly cited hadith roughly translates to 'If you cut, do not overdo it, because it [the clitoris] brings more radiance to the face, and it is more pleasant for the husband'. Although these Hadiths are judged as either unauthentic (weak) or unrelated to FGM/C, they are used by supporters to establish a link between FGM/C and religion (Rouzi, 2013; Wahlberg et al., 2017) . This could explain why religion was strongly associated with the support for Sunna cutting in this study. The alleged sanctioning of the practice by Islam, is in concordance with the cultural/traditional practice of FGM/C among the Somalis but in conflict with the Kenyan law. The implication of the concordance is almost universal cutting (Sunna) evident among the Somali girls on the basis of religious norms. However, the hidden cutting among Somali girls could be associated with the conflict between the anti-FGM/C law and religious norms. The alleged link between Islam and FGM/C may have sustained the practice because of open silence by the Islamic religious leaders in condemning the practice. However, the clarification on FGM/C not having been sanctioned by the Quran offers an opportunity for the religious leaders to delink Islam from Sunna to accelerate FGM/C abandonment.
The findings also suggest that the practice is a financial motivator to FGM/C practitioners who benefit economically (Njue and Askew, 2004) . Those who benefit financially include the performers of FGM/C namely; the traditional cutters, and health care providers among the Somali and Abagusii communities as well as council of elders in the Kuria community. These factors seem to play a critical role in the current practice of FGM/C and underscore the need to target practitioners and the council of elders in abandonment efforts.
Although FGM/C is prevalent and persistent in the studied communities, three key changes (shifts) in the practice are observed-cutting at a younger age, less severe cutting, and medicalisation. These changes mirror shift in norms supporting the practice consistent with the proposal of fluidity of social norms and cultural values, and the contexts in which FGM/C becomes associated with meanings that can accrue, be lost, or altered, thereby influencing whether and how FGM/C is practiced (Shell-Duncan, Moreau et al., 2018) . Indeed, social norms and associated meanings are dynamic, varied, and constantly changing through processes of cultural borrowing and innovation (Abdelshahid and Campbell, 2015) . The changes in FGM/C are particularly common among the Abagusii and Somalis, while in the Kuria community minimal change is observed. The changes are consistent with evidence generated by Shell-Duncan and colleagues (Kimani and ShellDuncan, 2018; Shell-Duncan, Njue et al., 2018) . Additionally, the changes appear to be attributed to factors that are linked to social development factors such as; education, urbanisation, migration, modernisation, and the anti-FGM/C law.
The cutting of girls at a younger age (mainly younger than 10 years) is suggested to be common practice among the Abagusii and Somali communities but not the Kuria who practise FGM/C as a rite of passage to adulthood and as a marker of one's readiness for marriage. Cutting girls at a younger age is believed to allow for faster healing, less resistance from the young girl, and less pain. To some Somalis, the age at cutting also corresponds with the appropriate age for the teaching of salah (prayer). This shift also appears to be a new societal practice to circumvent the law, since the girl is cut young and parents can easily disguise the cut as any other health problem. Similar patterns have been reported in other studies where girls are cut at a younger age than their mothers (Hernlund, 2000; Shell-Duncan et al., 2010) . Similar reasons for the shift in the age at cutting have also been reported in other studies in Kenya and Somalia (Mose, 2008; Powell and Yussuf, 2018) . The purported harm reduction associated with cutting at a younger age is, however, inconsistent with findings suggesting that girls who undergo FGM/C before ten years may be more vulnerable to serious complications than those who are older at the time of cutting (Bjalkander et al., 2012) . In general, cutting at a younger age is a poorly understood and newly documented shift in FGM/C (Kimani and Shell-Duncan 2018; Shell-Duncan, Njue et al., 2018; UNICEF et al., 2013) . This calls for more studies to understand this shift with a view to develop realistic programmes to address this dynamic.
The second type of change in FGM/C adopted by the three communities is less severe cutting. The Kuria and Abagusii were reported to historically practise clitoridectomy (type I) but nicking and pricking (type IV) are currently being practised. Similarly, among the Somali community, participants described a shift from pharaonic (type III) cutting to the reportedly less severe Sunna cut. Across the communities, the shift to less severe cutting was reportedly driven by community awareness of FGM/C-related health consequences. Similar, findings have been described among Israeli Bedouins (Belmaker, 2012) , where the practice of FGM/C changed towards less extensive or even symbolic forms, and among Somali immigrants in Norway and Somalia (Gele, 2013) . From a well-being point of view (health risk model), type IV and Sunna FGM/C are suggested to be 'healthier' for the girl. Indeed, some participants did not consider pricking to be a form of FGM/C, consistent with findings elsewhere (Njue and Askew, 2004; Wahlberg et al., 2017) . For example, a study among Somali immigrants to Sweden found that participants believed that pricking was acceptable to their religion, not a violation of children's rights, and does not cause long-term health complications (Wahlberg et al., 2018) .
Similar to other studies (Crawford and Ali, 2014; Gele, 2013; MOWDAFA, 2012) , although the Sunna cut was described as being less severe than the pharaonic cut, the actual description varied. The lack of a uniformity regarding what constitutes the Sunna cut has been noted previously and there is clinical evidence suggesting that many women who claim to have Sunna FGM/C are actually infibulated (Johansen, 2017) . Interestingly, increasing adoption of less severe cutting among the Somali community may lead to reduction in re-infibulation, which is practised in communities that perform type III FGM/C (Rushwan et al., 1983; Serour, 2013) . However, the practice may be sustained by socio-cultural perceptions about the importance of women's virginity status and having a narrow vaginal opening for men's sexual pleasure.
The third shift demonstrated by our findings-medicalisation-is suggested to be common among the Abagusii and Somali communities. Medicalised FGM/C is preferred among the Abagusii living in Nairobi and Kisii counties, while it is also common among the Somalis living in Nairobi and urban Garissa. Consistent with documented evidence (Kimani and Shell-Duncan, 2018; Shell-Duncan, 2001 ; Shell-Duncan, Njue et al., 2018; UNICEF et al., 2013; WHO, 2010) , medicalised FGM/C is reportedly driven by safety concerns because it is done in a sterile environment, confers fast healing, offers availability of interventions in case of complications, and facilitates hidden cutting and secrecy because FGM/C is illegal. Similar to other studies, the motivations for health care providers in performing medicalised FGM/C included financial gain (Doucet et al., 2017; Njue and Askew, 2004) , reduction of health complications (Bedri, 2018; Dawson et al., 2015; Doucet et al., 2017; Modrek and Sieverding, 2016; WHO, 2010) , and clients' demands for medicalised FGM/C (Moeed and Grover, 2012; Purchase et al., 2013; Sureshkumar et al., 2016; Tamaddon et al., 2006; Turkmani et al., 2017) . These findings underscore the need to target health care providers in interventions aimed at preventing FGM/C and improving the management of women living with FGM/C.
The findings on variation in urban-rural medicalisation are inconsistent with reports among the Somalis of Somaliland where the practice is uniform in urban and rural areas (Powell and Yussuf, 2018) . In other settings, the differences may be accounted for by the availability of health care providers, who are more common in urban areas. Although we did not assess the prevalence of medicalised FGM/C, the practice is gaining momentum in the Somali and Abagusii communities driven by both demand and supply factors. The findings are consistent with a recent overview of data from 26 countries that found rates of medicalisation among women aged 15-49 years to be highest in five countries: Sudan (67%), Egypt (42%), Guinea (15%), Kenya (15%), and Nigeria (13%) (Shell-Duncan, Njue et al., 2018, Kimani and .
Medicalised FGM/C was rarely mentioned by the Kuria participants. The community appears to be stable and resistant to the shift of medicalisation and cutting at a young age with only lesser severe cutting reported. The council of elders, who are custodians of the Kuria culture, play a central role in selecting cutters, which might explain why girls are primarily subjected to traditional circumcision. The minimal shifts in FGM/C among the Kuria underscore the need to develop focused interventions targeting and engaging the council of elders to achieve meaningful progress in the elimination of cutting. In addition, understanding emerging patterns and trends in FGM/C with a view to developing strategies to counteract possible transformation of the practice is critical.
Interestingly, even traditional cutters appear to have adopted less severe cutting and may use health supplies to mitigate health complications associated with FGM/C (pseudo-medicalisation). Indeed, reports indicate the existence of medicalised situations in which health care providers administer painkillers or anaesthetics, while cutting is performed by traditional cutters. FGM/C may also be performed by employees who have no formal medical training or clinical knowledge, such as apprentices or community health extension workers (Doucet et al., 2017; Kimani and ShellDuncan, 2018; Obianwu et al., 2018) . This pseudo-medicalisation can involve the use of surgical tools, pain killers, and antiseptics, and thus may appear to clients to be provided by trained health care providers. Hence, self-reported survey data on medicalised cutting may conflate these two very different groups. Pseudo-medicalisation appears to occur in both the Kisii and Somali communities and may occur as traditional practitioners try to cope with increasing demand for "safe" cutting. The findings are consistent with the fact that medicalised FGM/C is adopted because of harm reduction with the erroneous justification that it has no complications (WHO, 2010) . This notion needs to be countered through strategies that can raise awareness of the public on the impacts of FGM/C, including medicalisation.
Although the narratives suggest that medicalised FGM/C is increasing, the preferred venue for performing FGM/C is the girls' home and, occasionally, private health facilities (clinicalisation) (Obiora, 1997) . Performing FGM/C at home enables families to maintain secrecy because FGM/C is illegal. Efforts to curb FGM/C medicalisation in contexts where it is predominately carried out at home may therefore face considerable challenges. These challenges might explain why in 1994 Egyptian authorities permitted FGM/C to be performed on girls in designated facilities at fixed times and prices to mitigate complications and eventually end the practice (El-Gibaly et al., 2002; Refaat, 2009; Shell-Duncan, 2001 ). However, subsequent pressure from international agencies, as well as the reported deaths of girls who were cut in hospitals, instigated a renewed ban on the practice in public hospitals (UNICEF, 2005) . These findings call for all-inclusive consultation, taking into consideration existing policies and best practices to clarify information on FGM/C, including medicalisation, among stakeholders to facilitate the issuance of well-reasoned guidelines. In addition, that medicalisation is performed in private clinics offers the health system an opportunity to act through the introduction of a system to monitor, report, and track FGM/C activities in all health facilities.
Related to medicalisation, re-infibulation was also reported among some Somali women following child birth, those seeking re-marriage, and those who have had pre-marital sex and planned to get married. These views are consistent with findings that re-infibulation is common in communities where type III FGM/C is prevalent (Rushwan et al., 1983; Serour, 2013) and that it is performed in hospitals mainly for reconstruction following de-infibulation of a woman to deliver (Jaldesa et al., 2005) . Re-infibulation is also performed to enable women regain "virginity" (Rushwan, 2000) through additional tightening to mimic the narrow introitus of a virgin (Dareer, 1982; Khaled and Vause, 1996; Sami, 1986) . Re-infibulation is therefore believed to help women maintain their marriages or to get marriage partners because they are considered 'virgins'. Similar to other studies, some women were reported to undergo multiple re-infibulations (Magied et al., 2000; Rushwan et al., 1983) . Re-infibulation was performed primarily by health care providers because women believed they are educated, knowledgeable, skilled, and can stitch "nicely" in a hygienic environment and keep the procedure secretive. Consistent with previous studies, financial incentives and desire to respect the patient's choice are suggested as reasons why health care providers offer re-infibulation services (Serour, 2013) . Given the increased preference for Sunna FGM/C and medicalisation, the practice may become less common.
There were divergent views regarding the role of medicalisation in abandonment of FGM/C. Some viewed medicalisation as modernisation of FGM/C and believed it would normalise it thus making it difficult to end FGM/C. Some scholars have argued that medicalisation creates a tacit approval for FGM/C thus promoting its continuation and making the process of complete abandonment more difficult (Askew et al., 2016; Serour, 2013) . Others note that it creates the impression that FGM/C can be performed safely and is condoned by respected health care providers, thus reducing motivation of families to abandon the practice (Doucet et al., 2017; Modrek and Sieverding, 2016; WHO, 2010) . This suggestion is consistent with data that show increasing rates of medicalisation in some contexts where the prevalence of FGM/C is declining (Shell-Duncan, Njue et al., 2018) . The changes observed in this study reflect the dynamism in the practice of FGM/C.
On the other hand, some participants in this study noted that the shifts in the practice would lead to FGM/C abandonment because they represented transitional steps. This is consistent with reports that have speculated that medicalisation or less severe cutting can be an interim step toward abandonment (Gele, 2013; Obiora, 1997; Valderrama, 2002) . Accordingly, medicalisation is seen to present an opportunity for health care providers to create awareness on the impacts of FGM/C in line with the desire to reduce the chance of complications and draw attention to the practice (Njue and Askew, 2004; Orubuloye et al., 2000) , which can eventually lead to the total eradication of the practice. The divergent views on the role of medicalisation in the abandonment of FGM/C shifts focus on the health sector to take a strategic decision to lead from the front in confronting this practice that has far reaching ramifications in the campaign against FGM/C.
Taken together, these findings highlight important shifts in the practice of FGM/C in communities where FGM/C is still widespread. The shifts appear to be in response to awareness of the health impacts of FGM/C and the criminalisation of the practice. Study findings underscore the need for more nuanced approaches to promote the abandonment of FGM/C and highlight important groups that should be targeted in anti-FGM/C programmes.
Limitations
The study has some limitations; first it was difficult to obtain information on health care providers' experience with medicalised FGM/C because of the sensitivity of the issue; thus, the validity of the information they gave cannot be ascertained. A courtesy bias may have been introduced although we tried to minimise it by reassuring the participants to be as open and honest as possible. The study involved only three communities that were qualitatively investigated. Findings may therefore not be generalisable, however, they provide a strong foundation for understanding shifts and dynamics in FGM/C among three distinct communities that practise a spectrum of FGM/C across rural-urban settings.
Conclusion
FGM/C is still common in the studied communities. The practice appears to be sustained through two models; first through changes (shifts) in FGM/C, notably cutting at a younger age, lesser cutting, and medicalisation as depicted among the Abagusii and Somali communities. Second, through consistency, stability, and change resistance observed among the Kuria community. The two diverse models appear to be sustained through similar underlying reasons for which specific communities have, for years, practised FGM/C.
The shifts are an adaptation to the dynamics surrounding FGM/C practice, notably awareness of health complications and the legal banning of the practice. The shifts are also driven by determinants of social development, health and legal risks, cultural and traditional norms, religious reasons, as well as supply-side factors such as a desire by health care providers to reduce health risks and respond to clients' requests. Medicalisation is not always perceived to be a transitional step toward abandonment but rather a way of sustaining the practice, especially considering social determinants, which appear to normalise the "modernised" practice of FGM/C in urban settings and a few pockets in the rural areas. Thus, FGM/C interventions should account for these dynamics.
Context-specific strategies should be developed to address FGM/C and its shifts for successful abandonment to be achieved. These should include strategies targeting law enforcement, health care providers, custodians of culture in the community, religious leaders, women and girls as well as men in prevention programmes, and cross border initiatives.
Study Implications
Training of health care providers
The adoption of medicalised FGM/C underscores the need to target health care providers in abandonment efforts. Health care providers should be trained on FGM/C-related complications, legal and human rights issues, and their role in the prevention of the practice. They should also be trained and supported to offer management interventions for women and girls who have FGM/Crelated complications, including psychosocial support. To effectively train health care providers, FGM/C should be incorporated in the pre-service training curriculum and continuous professional development programmes. This will ensure that health care providers are reached during preservice training as well as through in-service training, using the most appropriate approach.
Training of religious leaders
Adoption of the Sunna cut by the Somali community is linked to perceived religious obligations to undergo FGM/C. Among Christians, on the other hand, despite religious proscriptions against FGM/C, some religious leaders may continue to secretly practise FGM/C to conform with social norms. Religious leaders should, therefore, be targeted in abandonment efforts. Programmes that increase their understanding of FGM/C-related complications, legal and human rights issues of FGM/C, as well as outline their role in the prevention of the practice are warranted.
Awareness creation on FGM/C-related complications
Improved health system monitoring and surveillance system
The findings showed that medicalised FGM/C is primarily conducted in private health facilities, which may be poorly monitored. Improved surveillance and regular supervision to monitor and track the activities of these clinics and practitioners may lower the provision of medicalised FGM/C. In addition, FGM/C complications, incidences, and activities should be monitored at the health service points that interface with women and girls who have been exposed to FGM/C
Anchoring FGM/C abandonment efforts to the Nyumba Kumi (ten houses) initiative
The Nyumba Kumi initiative-a community policing or neighbourhood watch strategy-has been used with some success to fight crime and improve security in Kenya. The strategy is premised on community vigilance and monitoring and could be effective in empowering community members to contribute to FGM/C abandonment efforts by identifying girls who have been cut or who are at risk.
Regional integration of FGM/C prevention policies
To prevent cross border FGM/C (notably Kurias of Kenya crossing to Tanzania and Somalis of Kenya crossing to Somalia for cutting), there is need for regional integration of FGM/C prevention and control policies as well as involvement of local leaders from communities in neighbouring countries to develop a working strategy.
Need for further research
Further research is needed to better understand the shifts in the practice of FGM/C and to identify the most appropriate interventions to curb the shifts and improve the health care system's capacity to respond to the management and prevention of FGM/C. In addition, despite the existence of a law prohibiting FGM/C, the practice remains common in some communities. Further research is therefore warranted to understand how anti-FGM/C law enforcement can be strengthened.
